
A Guloe ro truUenqrul-qDerurnl Cnne

-Ì_.1_ove_ur_een 2001



\e

A Guloe ro tH¡uDRËN's:DerurRl GRne r¡v rMeolcruq_

Tael.e or Gorurerurs

PRerRce... ................. ¡

Acxr.,owreoor'*"].:::::::::::::::::::::::::::::::::::::::::::::::::::::::::..'............'........ ¡¡

l. Oral Health and Dental Gare for Ghildren
A. Common Gonditions Affecting Ghildren's Oral Health

l. Overview .................1
2. Dental Garies (Tooth Decay) in U. S. Ghildren .............1

B. Contemporary Dental Gare for Ghildren
1. Emphasis on Early Initiation of Oral Health Gare ...........................3
2. Successful Models for Achieving Oral Hea|th.................................4
3. Periodicity of Services .............. ..................s
4. Behavior Management............., ...................6

2. Gritical Clinical Gare Elements and Responsibilities...................1I
äé¡
b. Emergency, Preventive and Therapeutic Treatment Services .........14

B. Program Administration
1. Elements of Systems Capacity and Integration............................19
2. Informing Eligible children and Families (outreach Activities)..1g
3. Supportive Services (Scheduling and Transportation

Assistance) ....................... i9
4. Referrals ...............19
5. Continuity of Gare, Coordination and Case Management............21
6. DentalAdvisory Group........ ......................21

rDeleted: Version - 01 /06/04

Deleted: /EPSDT,IJ
REvrsED 2001

and Treatment Benefit-.... 7



Deleted: Version - 01/06/04

C. Program Financing and payments
l. Funding Levers for pubric Dentar programs for chirdren ............22
2. Actuariar Estimates of Necessary Funuing Levers for

Pubricry-Financed Ghirdren's Dentar Benef¡ts programs.. ...........2ga. American Academy of pediatrics Analysis...... .............2gb. Reforming States Group Analysis ....-......233. Historic Funding Levels in public pediatric
Dental Gare programs.............. 

.................24
4. Reimbursement for Dental Services ........24a. U.S. General Accounting Office Study ..........................25b. Gomparisons of Medicaid Reimbursément Rates forpediatric Dental Services to prevailing Market Rates........... ..-.........25c. Global vs Selective Reimbursement Rãte Adjustments.....-..............27d. periodic Reimbursement Rate Adjustments...................... ......-.-.......27
5. Generar Financing considerations for Medicaid/EpsDT

Dental program lmprovements.............. ......................2g
D. Non-Financial Administrative lssues
E. Performance Monitoring / Accountability

1. Pedormance Measurement......_..............:..... ..............30
2. Program Goals ........................31
3. CMS/NCeA pediatric Orat Heatth

Performance Measures project....... .......................31a. Review of Gurrent Meäsures .....................32b. Recommendations for Future Measures..... ..................32
F. Summary

Appendix A: Clinical lssues
A. Common Oral Diseases, Conditions and Treatments

1. Restorative Services
2. Prosthetic Services
3. Pulp Therapy for primary and permanent Teeth4. Pediatric Dental Surgical Services
5. Periodontal Disease and Gingival Mucosal Lesions
6. Malocclusions
7. Emergency Dental Services

B. oral Diseases in chirdren with speciar Hearthcare Needs
C. Behavioral Management
D. AAPD Periodicity Schedule
E. Radíographic Guidelines

Appendix B: AAPD Model Dentat Benefits statement and List of procedures
Appendix G: AAP/Towers Perrin Actuarial Estimates of SGHIp Gosts Services
Appendix D: Policy lssues in the Delivery of Dental services to Medicaid

Ghildren and their Families



n Guroe ro C¡qrLoREFt's Derure¡- Gnne3g l4gqç49, - _ _ _ _ _:_ _

Preface

In the early 1980's, the Centers for Medicare & Meciicaicl Se¡vices (CMS) (formallv the Health
Care Financing Administration"¡ublish-ed j'l_ÇAide to Dental Care: EPSDT/Medicaid." That
Guide was intended to complemèni,ìüppr"*é"t J"a e.pa"a ùp* pä*yïrormãt¡o" ðóndi""d 

- -

in CMS' State Medicaid Manual (SMM), which is available on the Internet at
rvn'rv.ÌrclÌr.go\y'pubfonns/pub4.5/pub 45.htrn. The Guide was developed for the use of State
Medicaid agencies, dental and other health care providers, and national, state and local policy
makers involved in organizing and managing oral health care for children under Medicaid's Early
and Periodic Screening, Diagnostic and Treatment (EPSDT) service. Now long out-of -print,
photocopies of the original Guide continue to be requested frequently by individuals and
organizations seeking information on children's oral health seryices and referred to the Guide by
the SMM.

Over the past two decades, howeve¡ dramatic changes have occurred in dental science and
technology, in public policy approaches to dental care delivery, and in the Medicaid p¡ogmm L _ _ _ ¿ -
itself. These changes have been of a magnihrde such that much of the information in the original
Guide no longer reflects the state-oÊthe-art of dental service delivery. In addition, CMS, in
collaboration with state Medicaid agencies, had been developing initiatives aimed at addressing
concerns about children's access to dental services in the Medicai4plo_gIqlq._ !h.es_e_c_o_ngg4g !rC{ _ _ -
been highlighted recently in fwo reports by the U. S. General Accounting Office and in the U. S.

Surgeon General's report on oral health in the Nation. Substantial revision of the original Guide
clearly was needed if it was to be of continued value to those seeking modern inforrnation about
children's dental care in Medicaid.

*C=otsesu=egtly.,C_Ul$_iqs_¡r_e{g_c_o4!gc_t_tq $1e_{qrgtrçql4gqdçFy_o_lP_eglatric Dentis_ry_C44P_Ð) _ _. -
for the purpose of reviewing the original Guide and developing a revision foruse by stakeholders
concemed about children's oral health in Meclicai

In fulfillment of its contract, the AAPD developed a draft of the revised Guide,
submitted the draft to wide review and comment by major national organizations concemed and
knowledgeable about pediahic oral health, and produced the document provided here "A Guide
to Children's Dental Carej¡çM_edicai{ fhe_¡Aþ¡ag1iqq!n_t_hgrgy¡!s{____Sqr4gjs_þçç{y_hgfeyçf _- --
possible on scientific evidence with appropriate citations provided, and on expert opinion where 'ì
scientific evidence is inconclusive or not available.
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l. Ghildren's Oral |'ilealth and tDental Gare

A. Common Gonditions Affecting Ghildren's Oral Health

1- Overview

the fact
throush early and sustained home catt and regular-orofessional preventive services.

The plevalence. severity and distribution oftooth decay ín U.S. children have chaneed considerabl],
over the past several decades. Once a disease ofnearly universal þrevalence and substantial sevedty
for nearlv all children. tooth decay is now eenerally bi-modally distributed in the pecliatric population
to the point that rouehlv Q0 percent ofcaries experience in permanent teeth is concentrated in 25
percent of U. S. children.' Minority and low-incorne children also disproportionately experience
decav in thei¡ primal teeth. The hieh-dsk. hish-prevalence. high-severitv eroup. which cunentlv
replesents nearly 20 million children, is largelv comprised of low-income children (nearlv all of
whom are elieible for Medicaid or SCHIP). with hieher levels of cades found in African-American
and Hispanic groups at all ages.n

ï
' U.S. Deparunent of Health and Human Services. Oral Health in America: A Rçort of the Surgeon General. Rockvillg 

"ìMD: U. S. Department of Health and Hr¡man Services, National Instituteof Dental andCraniofacial Research,National
hstitutes of Health, 2000.

' Office of¡be- JnsPqoI 
-Ggjfal_(_OIG), 

US Departn_ent of Health and Human Services. Children's Dental Services
Under Medicaid: Access and Utilization. San Francisco, CA: U. S. Deparbnent of Health and Human Services, OEI 09-
93-00240,1996.

" Kaste LM. Selwitz RH. Oldakowski Rl. Brunelle JA. Winn DM. Bror¡¡n IJ. Coronal caries in the primail and
pennanent dentition of chilú€n and adolescents l-17 yeaß of aee: United Srat€s. 1988-1991. J Dent Res. 1996 Feb:75
Spec No:631-41.

' VargasC,CrallJ.SchneiderD. Sociodemographicdistributionofpediatricdentalcaries:NHANESIII, I988-1994. J
Am Dent Assoc. 1998:129:1229-1238.
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at a later time.

Severity;W!Éi lowest-income

2. Dental Caries (Tooth Decay) in U. S. Ghildren

million
children experience more severe levels ofthe dir"
disruption of normal activities. These children generally acquire the disease earlyinchildhood and
often present as infants with multiple teeth in advanced stagei of decay (a condition now refer¡ed to
as "early childhood caries" or "ECC," and known previously as "baby bottle caries"). Children

' Vargas C, Crall J, Schneider D. Sociodemographic distribution of pediatric dental caries: NHANES III, lggg-
1994. J Am Dent Assoc. 19981129 :1229-1238.
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Unmet Treatment Needs - Dental care is the most common unmet treatment need in children.é
Lower-income children have more untreated dental disease than more affluent children who obtain
care on a regular, periodic basis. Reasons for this disparity include the fact that low-income children \

are more lil<ely to experìencedglAl_ _ _d_istejrsegnd_fre_luegtly_g{yggc_e.ss_galg 94 ?q gpigq{ig gqqrggqt__ _ _
basis when decayed teeth cause pain or swelling. NIIANES III, the most recent national suwey, - - -
found that nearly 80 percento_f_the_depayed t_egt!r_o_fp_ogt@&$W_ySer_ql9q ?qd_1Q-ig,pç!e94l_ol_
the decayed permanent and primary teeth in 6-14 year olds welq_u_l4llgd(qr1t¡eg!e_d) 

ìì:.-
Gonsequences - The consequences of severe, untreated dental disease and poor oral health ir 

".'ì'millions of American children are evident in many dimensions. Biologically, untreated dental ',',

associated with systemic health conditions. S_o_cially, affeclqd_ghìldren þay_eprob_lemg y_it!r_s_cþqo_l_ 
_

attendance and performance, and are often stigmatized because of their appearance. Health system
consequences include frequent visits to emergency departments (often without definitive resolution
of the presenting problem), hospital admissions, and treatment provided in operating rooms for
conditions that are either largely preventable or amenable to less costly carefu4jhryEg!__ _ _ _Jr'??\e!_ - - -
€44r-eç_

E-Qqn_tgnpgl4fy_Dental Care for Gh ildren

1. Emphasis on Early lnitiation of Oral Health Gare

Science has provided a clea¡ understanding that tooth decay is an infectious, transmissible,
destructive disease caused by acid-forming bacteria acquired by toddlers shortlv after their first teeth
erupt (eenerallvaround six months of aeel from theirmothers.J_h_r_ts_qqrly_s_tage_s, the_efFecls_qf_---
dent¿l caries are largely reversible through existing interventions (e.g., fluorideslttrat piomotãì1.'.
replacement of lost minerals from the outer layer of the tooth (enamel). These fmdings, combined ..
with epidemiologic data on the occurrence of tooth decay in infants and young children, suggest that
true primary prevention must begin in the first to second year of life. This evidence also suggests
that particular attention should be paid to the oral health of expectant and new mothers.

Early childhood also is marked by temendous growth and development of the face, mouth and
dentitio4witb as_s_ocþle_d_d_isturbange_s_tþqt_4ry_qegqge_$g_altgnJlo_n_of_denþlpro_fessionals. 

_O_Q"¡_ - - -
coÍrmon oral conditions of childhood (in addition to tooth decay) include gingivitis and mucosal
(soft tissue) infections, accidental and intentional trauma, developmental disturbances associated

o Newachek PW. Huehes DC. Hune YY. Wone S. StoddardJJ. The unmethealthneeds of America's children.
Pediatrics 200011 05 :989-997.
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with teething or tooth formation, poor alignment of teeth or jaws, and craniofacial abnormalities
including clefts of the lip and/or palate. Additionally, parents frequently request information on a
diverse array of concerns including sucking habits, fluoride usage, tooth alignment, timing and order
of tooth eruption, and discolored teeth.

Infant oral Health Care - Infant oral health care begins ideallywith prenatal oral health counselìng for
parents, a service that should be provided by knowledgeable health care providers such as
obstetricians, familyphysicians, pediatricians and nurse practitioners, as well as dental providers.

.4._c1qa_!!qfg4t_o_ry1_lreel_tb gqrç_"tslflgeËgg__.q_Æþy?qt¡isJqryJetir_qg.=drg1cgl 
_ - _

First Dentat Visit - Despite growing recognition ofthe above,€d&ryg_Q49y€ëlq6lç=¡dq_eg4gqtqt ajd_ - _
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"Periodicity of Examinatíon, Preventíve Dental Services, and Oral Treatmentfor Children,,' (see
Appendix A) recommends that children be seen by a dentist following the eruption of the first tooth,
but not later than 12 months of age. The AAPD recommendation is embraced by the Bright Futures
consortium of 28 child health organizations and is consistent with policies of dental ãd public
health groups including the American Dental Association, American Dental Hygienists Association
and American Public Health Association. In contrast, the American Academy of pediatrics (AAp)
maintains a standard of referral to a dentist at age 3 years in its periodicity schedule, noting tha-t

ians can provide iate oral health until that age.

2 Successful Models for Achieving Oral Health

Lewis CrrV, Grossman DC, Domoto PI! Eeyo RA. The role of the pediatrician in the oral health of children: a
national survey. Pediatrics 2000;l 06:E84.
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persist. This pattem ofperiodic assessments, preventive services, and necessary follow-up care also
generally applies for adults, who collectively are more susceptible to the development ofperiodontal
disease, oro-pharangeal cancers. and other soft tissue abnormalities. A large and growing proportion
ofthe U.S. population has adopted this pattern ofcare, faces relatively few barriers to accessing
services because of household income levels and,/or private dental_ insurang."g:"..an4._9-"1j._gy"-:

unprecedented levels of oral health status. Howeve¡ access for those,Ífrlhl-\{þ{i.çgid,Qoncâg_e
remains a clu'onic problem.s

"Dental Home" - Primary pediatric oral health care is best delivered in a 'þ_nlal_þmej'_yþgr_e_. - -
pqEpglegl qtal lrggth =cglqprggtltio¡Leis=:cbos=eJLþt çec=llçþil{g pgte¡Is=gt gUqr4lagq.=pryyldS_ - -

continuous and comprehensive services. Ideally a¡lental_þo_nç_hpyl{b_e_e_slqbligþe!_q¡e)¿9u4åqÆ_- - -
(i.e.. by 12 months of aee in most high-risk populations) while caries and other disease processes can \\
be effectively managed with minimal or no restorative or surgical treatment ,ô!L_a{gqu_a!q¡!qn!ql_ '1.

þ¡¡1E_sþ9q14 b_e_e¡pgcJg{ !_o_pr_oyi_d9_c!r{{1ea_q$4_4"jf pqrgqtq _w_rlh. _ _ _ _ _ _ _ _ _ ,.. .

l. An accurate examination and risk assessment for dental diseases,
2. An individualized preventive dental health program based upon the examination and risk

assessmenç_

3. Anticipatory gur¿a"ãõäUilter;wth anã deiltopmäruiirú"r 4":g-., t"èthdg-,-thumb;-'.
paciher habits),
Advice for injury prevention plan for dealine with dental emergencjs$
Information about proper care of the child's teeth and supporting structures,
Information about proper diet and nutrition practices,
Pit and fissure sealants,
A continuing care provider that accomplishes restorative and surgical dental care when
necessary in a manner consistent with the parents' and child's psychological needs,

9. Interceptive orthodontic care for children with developing malocclusions,
10. A place for the child and parent to establish a positive attitude about dental healthr- _ _ _ _ _
I 1. Referrals to dental specialists such as endodontists, oral surgeons, orthodontists, pediatric

dentistse and periodontists when care cannot be directþ provided within the dental home,

"United States General Accounting Office. Oral health: dental disease is a chronic problem among low-income
populations. GAO/HEHS-00-72, Apr. 12, 2000.

n 
Pediatric dentists often fi¡nction as primary dental care providers for childreq but also may serve as referral outlets
for difficult-to-treat children initially seen by general dentists.

4.
5.

6.

L

Formatted: Highlight

Formatted:

Deteted: ãê¡itãì

Deleted: md

D"!E$:

99!!99''
Deleted: "

Deleted: D

Deleted: H

Deleted: continuous atrd comprehensive
swices æe provided by competent oral
healfh øre pmctitionen

Deleted: "

Deleted: "

Deleted: (i.e., by 12 mouths of age m
most high-risk populations).

Deleted: "D

Deleteds H

Deleted: "

Deleted: ad fluoride starus

Deleted: y deotal trauma æd iqiury
prevention advice



190

l9l
r92
193

194
195

196
107

198

199

200
201

202
203
204
20s
206
207

208
209

210
2tl
2r2
213
2t4
215
216
217

218
219
220
221
222
223
224
225

226
227
228
229
230

23r
232

Detailed recommendations regarding the periodicity of professional dental services for children can
be found in the AAPD's Reference Manual section on "Períodicity of Examination, preventive
Dental Sertices, and Oral Treatmez¡ o/Cl¡ildrerçlqryt=Þ ¡\p=e¡4i:r=4 9! LlÌls=Ggr49.= T_ g 44p_e,_s_ _ _

Reference Manual is available on the Internet at r.r'r.r.r,v.a,-rpcl.or-E. TËAApb d;;di"tty icfreãùfè'
outlines the recommended content and periodicity of developmental assessments, clinical
examinations, diagnostic tests including radiographic assessments, counseling and prevention
activities, and periodic reevaluations. These recommendations generally call forproceãures to be
repeated at six-month intervals or as indicated by individual patient's needs or risk for disease.

Recommended policies and practices for general health supervision of children,
health, also have been promulgated in a series of Bright Futures publications develop
of the U. S. Department of Health and Human Services.

The

3. Periodicity of Services

4. Behavior Management
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of the Omnibus Budget Reconciliation Act of 1989 (OBRA S9) iéglrtátion, àn¿ incfu¿ei périòaìå t- -
screening, vision, dental, hearing and other necessary health services.

mutually supporlive, operational components:

' assuring the availability and accessibility ofrequired health care resources; and

' helping Medicaid beneficiaries and their parents or guardians to effectively use the resources.

r0 
!D 

2901. CMS introduced a nelv proeram, The Health Insurance Flexibilitv and Accountabiliw (HIFA) Ilririadve
(Section I I l5 Model tilaiverl. to reduce the number of r¡ninsured individuJs. na¡ticularl, thor"*itl, io"oor", ut o,
below 200 oercent of the federal ooverty level (FPL). This section I 115 demonstrad* ioidutiiã*ill .*bl" Jut", ,o
we Medicaid and SCHIP funds in concert with private insurance optiors to expand àoveraÀe to low-inconreñsr¡reã
individuals. As Þart of an overall approach to increase the number ;f indivffi
fcr"Tedlatitudeind"signitgbeoefitpackueesand"ostshadog. Adáiti;nulinfonnati;onlilFAwuiuelsisauailub,l"
from the Centers for Medica¡e and Medicaid Services.
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¡ Dent¿l professional euidelines that call for initiation of dental care beginning bv aee I . with* - - - -

periodic re-evaluation and preventive seryices at intervals based on the child's risk for oral
diseases (qenerallv every six months unless dsk factors sugsest alternative schedules).

Dental assistants. dental hyeienists and expanded function dental assistarits mayperform substantial
routine preventive, and certain other radiographic and treatment services when in compliance with
state practice acts. However. since dental hygienists currently al'e not pennitted by any state pmctice
act to establish diagatoses. the diagnostic component of the EPSDT referral requirement carinot be
achieved solelv by a dental hysienist.

Health Education - Health education is a required component of screeninq services and includes
anticipatory euidance. At the outset. the phvsical and/or oral screening provides the initial context
for providing health education. Health education and counselins to both parents (or guardians) and
children is required and is desisned to assist in understandine what to exoect in tetms of the child's
development and to pt'ovide infotmation about the beneflrts of healthy lifestvles and practices, as well
as accident and disease prevention. Oral health education for children qenerally includes counselirs
about minimizing dietary sugar exposurcs. recommended dail)z oral hvgiene practices (e.g.. brushine
with an appropriate amount of fluoride toothpaste). fluoride supplements if indicated. and regular
dental care visits for periodic assessnents and preventive services. Oml health education. particularl)¡
for adolescents. may also include education on how to þrevent iniuries by wearinq protective eear
and about the harm of using tobacco products and other drugs.

2. Diagnostic and Treatment Services +- - -

¿____
a) &€$êlê€Iüçes _____\..,

that dental services fol children shall. at a minimum. include relief of pain and infection. restoration
of teeth. and maintenance of dental health.

Dental services are to be provided at intervals which meet reasonable standards of dental practice. as

determined by the state after consultation with recognized dental oreanizations involved in child
health care, and at such other intervals. indicated as medically necessarv. to determine the existence
of a suspected illness or iniury. Although not specified in the SMM. it is suegested that
consultations with dental orsanizations. at a minimum. include the state unit of the orofessidnãl
oreanization r€presenting dentists at laree (i.e.. state dental association) and pediatric dentists within
the state. Each state's dental periodicitv schedule also should include recommended intervals for

rt 42 cFn44o.1oo.
'' P.L. lol-239. sec. 6403.
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routine dental seryices (e.q..,periodic examinations and preventive selices). States also mavsimplli
adopt a nationallv recognized dental periodicitv standad without substantial formal consultation.
The periodicitv schedule for otherEPSDT services (e.g.. general health screenine services) maynot
govemtheschedulefordental services. Itisexpectedthatolderchildrenmayrequiredentalservices
more frequently than ph)¡sical examinations."

13 The source of this statement is Section 5140 - Periodicitv Schedule - of t¡e State Medicaid Manual. *Older" in this
context aPpears to connote olde¡ than the ase at which each state's periodicitv schedule specifies that children must be
seen bv a dentist (tvpicallv ase 2-3).
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D. -Gritical Glinical Elements of Dental Services

This section provides an overview of several critical clinical issues regarding children's
dental services, as well as further elaboration of topics introduced in prior sections. A
more in-depth discussion of clinical pediatric dental services is found at Appendx Á.

1. Ðiqqnostic Serviceq

Accurate and earl)¡ diagnosis is an esscntial prerequisite for successful control and treatment of
dental diqeases ¿q4 &y4oJtqqnjetdjqts@ngejL lEe=ËVIM ¡gles =tbEtJÁ,þe4=q 

ge=qe$l rgteçry¡*e_ - - ,exarnination inclicates the need for further evaluation of an individual's health. a referrai foi ---
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diasnostic studies is to be provided without delav. However, the relativelv hiqhplevalence of dental
diseases and abnonnalities in Medicaid-elisible infants and children and the limited sensitiviw of

a dentist

Preventive Services

lists common preventive dental services for children and a bdef summary ofthe findings of the 2001
National Institutes of Health (NIIÉI) consensus development conference on dental calies or other
evidence-based assessments. as uoted.tat5

o Díet&tv øttd orøI hvgíene counselíng -TheNIH conference índicalesthalcunentdataþrovide
some support for the efficacv of office-based interventions to modif,¡ behaviors. but did not
corrunent sþecifically on the effectiveness of dietary or oral hyeiene counseling. Howeve¡. a
Canadian Task Force on Preventive Health Care noted that although evidence of the
effectiveness ofdental counseling for inducins positive dietarv changes is poor. counseline is
recommended for patients at hieh risk for dental caries. Similarly" although the evidence for
effectiveness in preventine tooth decav of daily plaque removal by toothbrushins alone is poor.
toothbrushing is essential for selÊapplication of fluoride toothpaste - which is hishlv
recommended for preventins dental caries - and also helps to control sìnqival (gum) disease.

. Dìetøry
the incidence of dental caries (tooth decaÐ if the proper dosase schedule is carefullv followed.

c Prcfessíonøl topicøl flaoride Eplícøtions - Acidulated phosphate fTuonde (APF\ sels have
consistent evidence of effectiveness rvhen applied I -2 times per vear in a manner consistent wittt
protocols under which they have been studied. Evidence for the benefit of fluoride varnish
application to perm azez¡ /eerå fu¡hich beein to erupt a"round 6 years of age) also is eenerall)¿
positive. The NIH consensus conference concluded that the evidence for effectiveness of
fluoride vamish applied to primø¡'v ¿eelå was incomplete and inconsistent at the time of the
conference. generally reflectine a lack ofwell-controlled studies in younger - e.g.. preschool -
children. The problem of early childhood caries merits oneoing review of this preventive
modality as additional evidence becomes available.

c Pit snd frssure seølants -Dental sealants (plastic coatirrgs thar. are applied to the srooves and
fissures of primarv and permanent teeth) have been demonstmted to be effective in the primarv

'n National Institutes of Healtb Consensus Development Statement "Diagnosis and Management of Dental Caries
Tbroughout Lifg" National lnstitutes of HealthÂ.{ational lnstitute of Dental and C¡aniofacial Research ,March26-28,
2001.

'þglt-ÐW,-Eg1iþJ,-C-qgqdla¡rTaslForce o_n Periolis-Hcalth Examination. Periodic health elqqig{igÐ 1995 ggþte:_
2. F¡evention of de¡rtal caries. Can Mã Assn J tglsl-Si:S36-9q6.- - - - Deleted¡ -
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prevention of cades. and their effectiveness remains strong as lonq as they are maintained li.e..
ûuough pedodic evaluation and reapplication. if necessary).

(although many studies demonstrating its effectiveness used concomitant preventive measuresl
Concentrated (professional-streneth) fluorides also have antibacterial properties.

t Combinøtion htterventions for primarv cøries prevention or for rcversing or arresting the
P¡'ogressior? o-f car¿¿¡¡ls /esio¡ls - Evidence concerninq con.ìbipations of chlorhexidine ancl
fluoride and/or sealants suegests they are effective.

t SÞuce møíntenønce and høbit discontírutution øpplíønces_ spacemaintainersarercmovableor
fixed passive appliances desiqned to prevent tooth movement and generally are placecl followins
theextractionofteethorincasesofconqenitallvmissingteeth. Habitdiscontinuationappliances
are used to eliminate habits that can adverselv affect the development of anatomical structures or

relate to dental caries^neither review process commented on these devices.

tn

Additional details onpreventive dental selvices can be found inlapend¡x 1.. C/¡¡u¿cal1ssøes of this
Guide.

3. Therapeutic (Treatment) Services +- - -

r Pulp theraþy for permanent and primary teeth - e.e.. root canal treaknents:

' Restoration of cadous (decayed) permanent and primary teeth with materials and teclmiques that
meet culÏent accepted practices - e.9.. plastic and metal fillines and stainless steel crowns:

o Scaline to control qinqival and periodontal diseases;
t Maintenance of space for missing posteriorprimary and permanent teeth to prevent orminimize

ploblems in eruption of permanent teeth - e.g.. fixed and removable space maintainers:
¡ Provision of removable prosthesis (partial and complete dentures) when masticatory (chewing)

function is impaired. when an existine prosthesis is unserviceable or when the conditioi
interferes with employrnent traininq or social development and

'Orthodontic treatment when medically necessar.v to correct handicapping and other
malocclusions.
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Additional descriptions of various types of dental treatment services including. in man)¡ instances.
indications for and objectives of various procedures and expected outcomes can be found in
Appendix A: Clinical Issues of this Guide and in the AAPD Reference Manual. available at
www.aapcl.ore. The AAPD's"Scopeof Dental and Oral Health Care Berxefìts for Inf(tnts. Children,
Adolescents, and Youns Adults Throush Ase 2I Year" contains an extensive oufl:nle of derúal and
oral health services for chilcllen that are ill accordance with professionall]¡ accepted standards of
contemporalv dental and oral health practice. The policy statement and accompanying list of
procedures can be found in Appendix B of this Guide.

The vast maioritv of dental h-eatment services are provided bv dentists and allied dental personnel in
arnbulatory care facilities. senerally with the aid of local anesthesia and commuricative behavior
management approaches. However. many children with extensive dental disease ortreatmentneeds

- especiallv those with early childhood caries. hiqh levels of anxietv about dental treatment. or
special health care needs - require additional behavior management approaches which mav include

4. Emergencv Services

Emergency dental services include:
¡ procedures necessarv to control bleeding. relieve pain. or eliminate acute infection - e.g.. starting

root canal treatment on infected teeth. dmining abscesses and infected areas. treating soft tissue
swellings associated with erupting teeth^ palliative care for oral soft tissue infections such as

herpes:
o procedures that are required to prevent "pulpal death" (infection of the nerves and blood vessels

inside the tooth) and the imminent loss of teeth - e.g.. decay removal. application ofmedications.
temporarv fillines; and

o treatment of iniuries to the teeth or suppofting structures (bone or soft tissues that suround the*
teethl - e.s.. temporary fillinss for fractured teeth. stabilizing loose teeth and supportins bone,
cleaning and suturing traumatic wounds: and palliative therapv for pericoronitis (swollen.
inflamed tissues associated with impacted or erupting teeth) - e.g.. irrieation of swellines.
removing debris from infected areas. relieving trauma caused bv opposinq teeth.
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'" National lnstitutes of Health. National Institutes of Health Consensus Development Conference Statement:
Diagnosis aûd Management of Dental Caries Throughout Life. National Institutes of Health. Accessed at
www.nih.nidcr. eov. Ãpnl 2, 2001.
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prerogatives and responsibilitíes, and frequently do not undersønd the comptexiiiés ðfmo¿em frätn-l
care systems. In addition, many children and their parents face challenges related to language.
Without adequate information and assistance in obtaining oral health services from a largely
unorganized system ofindependent dental providers, children often miss out on services necessary to
ensure their oral health. The result can be sub.optimal utilization of services characterized by
irregular and episodic care-seeking pattems, failure to establish and maintain a regular source of care,
failure to complete recommended treatrnent plans resulting in high levels of unmet treatment needs,
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failure to gain control of disease processes necessitating more complex and more costly forms of care
when treatment is finally sought, and poorer outcomes.

Informing all eligible children and their familieqghsl4d4{qgryic_e9 is a critical element foli'
achieving optimal oral health and long-term cost iãvìäg-s rãil¿-"ãi"ãi¿-ãrigiulè õhildr"n- Ãfi õrigìut"- ,,'
Medicaid recipients under age 2l need to be informed about EPSDT services in a timely manner, ,,' ,'
generally within 60 days. The SN{fuf 

"_rgqu_i¡e_¡_that 
states assure that various forms of effective ,',''

communication are used*_Cglq¡r1qdly:b_asðq ¡plrêt"¡_q,I+ggtèq" _"i"j,iqqg _hgetftt iõir, _._"Uø;'
programs, Head Start and WIC nutritional programs, faith-based organizations, ethic/cultural
organizations, and public awareness campaigns (including comrron non-English language i
translations) may be particularly effective in disseminating information about services that children i,'
need, enrollment processes and available benefits. Placing program information in the offrces and ,' I
clinics of various types of health care providers also may help reach and inform eligible families. 

,,' 
I

2. Supportive Services (Scheduling and Transportation Assistance) *' ,i
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specialists (e.g., for endodontic/root canal, periodontalo suigiõãt, prost¡etið oiorttrããõnti" rè*ið"i).- 
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Failure to establish adequate provider networks or effective linkages among dental providers for
these types of care frequently results in high levels of unmet treatment needs, and an ineffective and
inefñcient system that delivers a preponderance of diagnostic andætggi4q lqryr_cgq at_rgl_aliyqly_,high cost, while failing to meet the comprehensive needs of elftitrle õ[ij¿r"". st"tè ir¿"¿lèàiã-
programs or intermediaries with whom they may contrcct (i.e., dental plans) should ensure that
adequate numbers ofadvancedlevel dental care providers are available to Medicaid beneficiaries.

4€Gô_.hÍ¡n:úit){"e=flg-.a.,,ê;:G,gÞ n:t ...

D G¡embowski D, Milgrom PM' Jncreasing access to dental ca¡e for Medicaid preschool children: the Access to
Baby and Child Dentisty (ABCD) program. public Health Rep .2000;115:448_59,_ _ _ _ _ -_ _ _
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Medicaid programs ale encouraged to maintain regular communications with dental professionals
thlough formal dental advisory groups comprised ofrepresentatives ofthe pediatric dentistry state
unitlSggigly,¡Uqgleliqn), state dental association and other organizations deemed to have an
important role i"gþi]ç[ry4!_ _ _ _ _ 4gqt4l_s_eqv_ige_s. A=IqigLrgblqtJgqì¿rte4.,qsJqb_li_sþg4loJg fo:m_al dental_ _ - -
Medicaid advisory group can help program officials to stay apprised of contemporary practice 

- - -

techniques and policies. Periodic meetings with dental professionals who activel]¡pa¡ticipate in the
Medicaid proeram also help Medicaid program administrators identiff administrative issues of
concem to dentists. Recent experience in several states has shown that ongoing communications
with dental advisory groups has been critical to building improved relationships between Medicaid
programs and practicing dentists, and to increasing dentist participation in Medicaid. Dental
advisory groups can offer guidance to the state regarding issues such as appropriateness ofcertain
services in specific situations, help in resolution of conflicts among providers, patients and the state
Medicaid agency, and provide other practical assistance.

6l'i

7. Elements of Svstems Capacitv and Integration

State Medicaid agencies increasinely arc becoming involved inmanaeing and oreanizine, ratherthan
merelv paving for. the services for which thev are responsible for providing to proqram beneficiaries.
As a result. many state Medicaid agencies are explorinq approaches to broaden and inteerate the
contributions of dental and other health carc providers to improve oral health stâtus and enhance the
delivery of dental care to Medicaid enrollees in their states. Medicaid agencies have subskntial
opportunity to influence the development of at least the following integrated system components:

o Unìversø|. periodic assessments to delermine nsk^ disease status. or needfor teaiment:
o h'ofessionøllv sroanded suíd.elínes or protocols for reducins.drseaseblJrdenandappropnate
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use of treatment servìces based on levêls of risk, disease status. ol indications for treatment:
c Effective hea.lth promotion, primalv prevention, and dßeøse management þrograms:
¡ Effectìve referrøl mechø.nßms linking."non-dentist' assessors who do rßt provide addirional

setvices to prcvention and disease manaqement programs for those at risk, but without disease.
and to dentists for those in need of disease manasement and./or reparative servicesl

c Eff'ective dentøl refen'al mechønísnts antong general dentisls and pediaÍnc dentisls or ofher
specialists for children with advanced levels of disease or special management considerations:

c Case munugement and care coordination fo facTlitate completion of follow-vp activities and
eÞisodes ofcare;

c Programs to tlevelop senice cø.pacitv ín dentøl províder shortage areas. including both
workforce and facilities;

. Orgør¡r?¿dsysl¿z¡sofcør¿withdefinedandenforcedoerformancestandal'dsforentitiesfhatare
delesated responsibilities for specified populations or qeosraphic arras: and

¡ Effective monagement information svstems To monitor þetfotmance and supþort qsaliv*-
improvement.

20 This section draws largely on material prepared by James J. Crall, DDS, ScD, for a paper commissioned for the U.S.
Surgeon General's Workshop on Children and Oral Healtb, currently in press in the -Io urnal of Ambalatory Pediatrics,
and work supported by the Children's Fund ofConnecticut, Inc. and the Connecticut Health Foundation.

" United States General Accounting Office. Oral health: factors contributing to low use of dental services by low-
income populations. GAO/HEHS-00-149. September, 2000.
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L Performance Measurement

Health care practices and arrangements increasingly are being driven by an emphasis onperfonnance
with respect to cost and quality, growing demands for accountability, and consumer and purchaser
choice in a market-driven heahh care system. In each of these areas, performance measurem ent_ the
quantitative assessment of health care processes and outcomesþrwhich an individual practitíoner,
provider organizatíon, heølth pløn or public benefit program (e.g., Medicaid) may be accountable-
plays a critical role.

Performance measurement should be a high priority for public benefit progrrims regardless of
whether individual states choose to delegate a portion of their program administrative responsibility
to managed carc orgarizations (MCOs) or fully administer their own programs. Unfortunately,
performance measurement has not been widely developed or applied in the area of pediahic oral
health. Instead, program administrators have often focused on superficial comparisons ofprofiles of
services provided to Medicaid children with those reflecting services provided to commercially
insured populations. As these populations have substantially different treatrnent needs, such
comparisons may result in inappropriate benchmarks, erroneous conclusions (e.g., that matching
commercially insured population service profiles indicates delivery of services that are appropriate
for Medicaid populations) and undue utilization review activities that discourage dentists'
participation in Medicaid.

2s Personal communication with Michigan Medicaid program administratoß - Robert Smedes and Christine Farrell.
26lave JR, Keane CR, Lin CJ, et al. Impact of a childre,n's health insurance program on newly enrolled children.

I ANI A. 1 9 9 8 :27 9 : | 820 -l 825.
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2. rProgram Goals

The goals of performance measurement and assuring program accountability are linked to the overall
Medicaid goals of:

. assuring the availability and accessibility ofrequired health care resources; and

. helping Medicaid recipients and their parents or guardians effectively use the resources.
The CMS Estm*al Qdg¡tp[ r-e. porting ¡qguirgmg¡r19, qs ¡9yi9çd gff-qgli¡zg Jqnugry. t_9!9, yq¡g deqfgned _ _ -
to reflect a maturation ofprogram goals, enabling states to tr¿nsition from emphasizing annJal ¿êntut- 

- - '
visits towards assessments of the types of services provided (e.g., the percentage of Medicaid-
eligible beneficiaries receiving preventive and treatment services). Additional development and
implementation of systems that track and link process measures (e.g., the percentage of children who
are screened and subsequently referred for treatrnent) and outcomes (e.g., the percentage ofchildren
who complete recommended treatment plans or become caries-free, and assessments of consumer
satisfaction) is a shared concern that needs to be promoted by both Medicaid programs and the dental
profession.

3. CMS/NCQA Pediatric Oral Health Performance Measures project +, - -

*þ-v-igry -o-f-it-s -rg!e ,as !þg pgfn?_ry_ pqÞli_c_qggqgy_ ¡e_spqnsible _for pe_diqtqig oral health services for
children, CMS ¿qþd the National Commiuee ãn_qq"ltji À!q**._"_0!C_QÃl tltOqþÞgll%=þ_ ' - -
establish an Exp"rtÞunêt1ó i¿-"rtifu-*ä 

"rãruãtãõuñ"nt 
pËaiãtricãiJr Èàtlt-p"tf"""*;;ã;"r,- - r -

especially as they relate to managed care dental programs in Medicaid. The Panel's final report
remains relevant today and provides findings and conclusions concerning the:

¡ current state of pediatric oral health in the United States and the way dental care is delivered,
. current state of perforrnance measurement in pediatric oral health,
. Panel's recommendations for immediate and future me¿rsure development, and
¡ current limitations facing measure development efforts in this area.

The report and recommendations (summarized below) were published in summary form in an issue
of theJournal of Public Health DentistrllT and represent aresource for agencies, organizations and
individuals interested in monitoring the performance of pediatric oral health care provided through
public programs and commercial third-party arr-angements.

a) Review of Current Measures

In the expert panel's view, the single IIEDIS (Ilealth Plan Employer Data and Information Set)
access measure currently applicable to Medicaid pediatric managed care dental program s - Annual
Dental Z¡s¿7 - should be strengthened by adding age stratification, and should ultimately be replaced
with a new measure - Use of Dental Services by Children. This proposed new measure profiles the

" CrallJJ, Szlyk CI, Schneider DA, et al. Pediatric oral health performance measurement: cr¡rrent capabilities and
ñrture directio¡s. J Public Health Dent 1999:59.136-14l_
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1200 use of different types of services - percentage of children receiving any service, any preventive
1201 service, and any "treatrnent" seryice (i.e., any service beyond diagnostic and preventive services) -
'l'202 and is similar to the revised Form 416 dental measure implemented for states reporting on their
1203 children's dental services, beginning in January 1999. NCQA currently is considering the panel's
1204 recommendation for inclusion in HEDIS.
1205

1206 I þ)-Recommendat¡ons for Future Measures
1207

1208 Measures of access and utilization provide only a limited basis for assessment of the degree to which
I 209 health plans or programs address other important domains of performance measurement. The NCQA
l2l0 Panel's recommendations for future measures provide direction for the development of additional
l2ll measures thatbegin to address the domains ofeffectiveness of care, satisfaction with the experience
l2l2 of care, involvement in decision making, and the cost and value of care. Although the Panel
1213 categorized these as future measures, a considerable amount of preliminary development is already
l2l4 underway.
r215
1216 Effectiveness of Gare - Recommended measures include:
1217 . Assessment of Disease Status - Percentage ofall child enrollees who have had theirperiodontal
1218 and caries status assessed within the past year.

1219 ¡ New Caries Among Caries-active Children - Proportion of all caries-active child enrollees
1220 who receive treatrnent for caries-related reasons within the reporting year.
l22l' . New Caries Among Caries-inactive Children - Proportion of all previously caries-inactive
1222 child enrollees who receive treatment for caries-related reasons within the reporting year.
1223 ¡ Preventive Treatment for Caries-active Children - Percentage of all caries-active child
1224 enrollees who receive a dental sealant or a fluoride treatment within the reporting year.
r225
1226 Further development of these meÍrsures is tied to use of diagnostic codes in dentistry. Diagnostic
1227 codes have been issued recently by the American Dental Association, and a limited number are
1228 currently available in a set of newly released codes (Current Dental Tenninology 2000, CDT-3).
t229
1230 Satisfaction with Services - Recommended measures include a pediatric oral health survey module
1231 that inquires about:
1232 ¡ Access to care,

1233 o Availabilityofaregularsourceofcare,
1234 ¡ Timeliness of care,

1235 . Adequacy of information and extent of involvement in decision-making,
1236 ¡ Overall satisfaction with care, and
1237 . The extent to which treatrnent needs have been met.
1238 Initial development work on a podiatric dental module that parallels the Consumer Assessment of
t 239 Health Plans Survey (CAHPS) that has been developed with support from the Agency for Healthcare
1240 Research and Qualityhas been conducted. Field tesring of an initial set of measures is plarmed for
1241 the fall of2001.
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1242
L243 value of Services - This rneasure is designed to provide information on the monetary value of
L244 services being delivered to Medicaid antl SCHIP beneficiaries in order to facilitate assessments of
1245 how plans manage the resources allocated for providing oral health care for their enrollees. Data for
1246 the Value of Services measure are readily available from administrative data files for the maioritv of
1247 existing plans and programs.
r248
1249
1250
1251

1252
t253
t254
1255
1256
1257
t258
1259
1260
126r
r262
1263
1264

!"-_S_u_r¡fefy

The development of this Guide was undefiaken with the following prcmises jn mind:
that the centers forMedicare¡1-M_edicaid_le_rylcgs_,_slale_\r_eÇi_cqid¡-rogram_s, andp_roþ_sqigqql_ - -communities have a joint interest in developing and sustaining effectivì *ã-"fn"iãnt p*g."-i-
to meet the oral health needs of children covered by*14çdjç?8, and
that collaborative efforts among these stakeholders, bottr àt thó nàtiànuf -¿ rtut" l"u"fi rili ËË 

-

to produce and improve programs that meet those needs.
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APPENDIX D.
POLICY NSSUES IN THE DELIVERY OF DENTAL SERVICES

TO MEDICAID CHILDREN AND THEIR FAMILIES

This document is intended to address a number of Medicaid policy issues affecting
the delivery of dental services to children and their families. It was developed on
behalf of, and with the guidance and assistance of the Medicaid Maternal and Child
Health Technical Advisory Group.

Policy fssue: Periodicity schedule

Question 1.a. Who establishes the periodicity schedule for dental service delivery, as required under the
Early and Periodic Screening, Diagnostic and Treatrnent (EPSDT) service?

Answer: The state, in conjunction with recomized medical and dental organizations, is responsible
for establishing state periodicity schedules for EPSDT services. Section 1905(r) of the
Social Security Act (the Act) requires that each state provide general health screening and
dental sert¡ices. These services must be provided in accordance with a periodicity
schedule which, for dental services, must be developed at intervals which meet reasonable
standards of dental practice, as determined by the state after consultqtion with recognized
dental organizations involved in child health cere, ard, at such other intervals, indicated
as medically necessary, to determine the existence of a suspected ill¡ess or condition.

It has been recommended that CMS adopt a dental periodicity schedule and encourage
states to use it. However, as noted above, CMS has no authority to do this.

Question 1.b. Does the dental periodicity schedule have to follow the schedule for medical
examinations?

Answer: No. Especially in older children, the periodicity schedule for dental services, including
dental diagnostic examinations, is not governed by the schedule for general health and
physical examinations. Dental examinations of older children should occur with greater
frequency than is the case with physical examinations. The dental diagnosis must be
provided by a dentist. However, where any 5ç¡sening indicates; even as early as the
neonatal examination, that oral health or dental services are needed at an earlier age, the
needed services must be provided.

Policy Issue: OraI screening and direct referral

Question 2.a. If, for example, a five year old child receives an oral screening by a physician as part of a
physical e¡amination and is no dental probleÍrs are apparent, is the state able to claim fi¡¿1
it has met the requirements of EPSDT with respect to oral health?

Answer: No. Although an oral screening may be part of a physical examination, it does not
substitute for examination through direct referral to a dentist according to the state's
dental periodicity schedule.

Question 2.b. Who is responsible for assuring that needed dental examination and treahent (which
may be discovered at an EPSDT screening or in another setting) is rcceived?



Answer:

Question 2.c.

Answer:
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Ultimately, the state is responsible for providing or 'arranging for a direct referral to
ensure that the child gets to the dentist in a timely manner. Prior to enactnent of OBRA
1989, cMS, in consultation with the American Dental Association, the American
Academy of Pediahics, and the American Academy of Family practice, among other
organizations, required direct referral to a dentist at age3 or an earlier age, ifdetermined
medically necessary. The law, as amended by OBRA 1989, requires that dental services
(including initial direct referral to a dentist) conform to the state's periodicity schedule,
and that the schedule must be established after consultation rvith recognized dental
organizations involved in child health care.

Under certain conditions, may alternative resources be used in assessing oral health status
when there is an apparent lack of dental providers available to serve Medicaid-en¡olled
children? For example, if a physician has received ¡¡¿ining in oral health diagnostic
procedures and if malpractice coverage and licensure permit, is a screening by the
physician then considered sufficient for accomplishing an oral diagnosis?

No. Regulati ons at 42 CFR 440. 100 require that diagnostic, preventive and corrective
dental procedures must be "...provided by or under the supervision of a dentist." Vy'hile
oral health screening by a physician or other provider is encouraged and may be
considered by many health professionals to be an integral component of a general
physical examination, it does not substitute for a definitive dental examination by a
dentist provided in accordance with the state's periodicity schedule. However, in some
states where licensure allows, primary care practitioners þhysicians, nurse practitioners,
etc.) who have demonstrated successful completion of a special in-service training
progr¿Ìm are receiving separate Medicaid reimbursement, for example, for conducting a
combination of oral health "risk-assessment," fluoride varnish application, and health
educational services for young children. Children are then referred to a dentist for
definitive oral diagnosis (which usually includes radiographs, as appropriate), and
additional preventive and treatment services. Such programs should attempt to evaluate
the accuracy of primary care providers'oral assessments, the effectiveness of fluoride
vamish in reducing dental caries, the appropriateness of their referral recommendations.
and child¡en's success in obtaining additional dental services.

Policy Issue: Dental hygienists and EPSDT referral requirements.

Question 3. Some states allow dental hygienists to provide some services independent of a dentist's
supervision. Can the state establish a program whereby the dental referral requirement
for diapostic, preventive and corrective procedures may be met solely tkough the
services of dental hygienists NOT unde¡ the supervision of dentist?

No. Regulations at42 CFR 440.100 require that diapostic, preventive and corrective
dental procedures must be "...provided by or under the zuperr.ision of a dentist.,,
Additionally dental paraprofessionals under the supervision of a dentist may perforrn
routine services when in compliance with state practice acts. Since dental hygienists are
not pemritted by any state practice act to perform dental exøminations,the diagnostic
phase of the EPSDT referral requirement could not be achieved solely by tle dental
hygienist practicing without dentist supervision. Similarly, state practice acts require that
most therapeutic services be provided by dentists. On the other hand, the regtlafion at 42
CFR 440.60 allows for the provision of "...medical care or any other tlpe remedial care
provided by licensed practitioners...within the scope of practice as defined by state lau"
This regulation is interpreted to permit Medicaid coverage of seryices defined by the state
and provided by independentþ practicing, licensed dental hygienists. The word
"licensed' is interpreted to mean that the state has provided legal authority (usually

Answer:
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through the state's Licensing Board) which enablcs dental hygienists to practice
independentþ. The süate elects to provide this coverage by submitting a state plan
amendment (SPA) to CMS for approval. Such services are often principally preventive
services, but some adjunctive diagnostic (e.g., x-ray) and therapeutic category procedures
may also be provided and covered. Thus, someportion of the overall state EPSDT
requirement may be met tlrough unsupervised dental hygiene practice. Concerns about
the incorporation of unsupervised dental hygiene practice into the state's Medicaid
program relate mostly to assurance ofan adequate referral mechanism between dentist
and hygienist, and the prevention of duplication of services and reimbursement.

Policy Issue: Alteration of EPSDT benefits.

Question 4. Can EPSDT dental benefits be altered/reduced in scope?

Answer: Yes, in certain ci¡cumstances. EPSDT seryices must be provided in full, as required by
section 1905(r) of the Act. However, section l115 demonstration authority allows the
Secretary to waive certain Medicaid provisions for specific eligible populations. One
mechanism for stiates to request such waivers is through a Health Insurance Flexibility and
Accountability (HIFA) Demonstration. Infonnation on the HIFA Demonstration initiative
is available on the Intemet at h@:i/www.hcfa.gov/medicaid/hifademo.htrn.

Policy Issue: Medically necessary services

Question 5.a. If a state does not include a dental service in its Medicaid state plan, may a state refuse to
provide that service to a child?

Answer: No. The state must provide or arrânge for the provision of any medically necessary
dental services, even if the service is not otherwise covered in the state plan for the rest of
the Medicaid population.

Question 5. b. Are states required to provide or ¿urange for the provision of all orthodonlfc services tlat
a child's dentist says are needed?

Answer: No, only those orthodontic services that are medically necessary, as deterrnined by the
state, must be provided. Altho"sh health care, diagnostic and treahent services to
correct or ameliorate any defects and cbronic conditions discovered are to be provided,
the state is not required to provide or arrange for services which it deems are not
"medically necessary." The state, not the dentist, has the responsibility for defining
"medically necessity'' on an individual, case-by-case basis (and not based solely on a pre-
selected set of criteria) and must be able to support its decision with documentation of the
individual case. State's often limit orthodontic services to more severe conditions, as

determined tentatively by use of various mrmerical scales for classiffing malocclusions,
with final determinations made after individual cascs are reviewed by expert consultants.
States may wish to consider using a dental advisory committee, similar to the medical
advisory committees required under the state plan and described in 42 CFR 431.12. to
assist in applylng appropriate standards ofdental practice. Orthodontic seryices that are
deemed "aesthetic," rather than medically necessary, may not be covered.



Question 6.

Answer:

Folicy Issue: Patient cost-sharing

May a state require patient copays for EPSDT dental services?

Yes, under certain conditions. Normall¡ the state may not impose any cost-sharing (i.e.,
premiums, enrollment fees, deductibles, coinsurance, copayrnent, or similar cost-sharing
charge) upon categorically or medically needy individuals under the age of 18, or, at state
option, under age 2 1 . However, section I 1 l5 demonstration authorify allows the
Secretary to waive certain Medicaid provisions. One mechanism for states to request
such waivers is through a Health Insurance Flexibility and Accountability (HIFA)
Demonstration. Information on the HIFA Demonstration initiative is available on the
lnternet at http://www.hcfa.gov/medicaid/hifademo.hfn.

Answer:

Question 7.b.

May a dentist place limits on the types of procedures he/she will provide for the Medicaid
patient? For example, can the dentist notlreat the patient in a hospital setting, although
private patients may be treated in the hospital by that dentist? Or, can the dentist decline
to provide a denfure to a Medicaid patient, yet agree to provide that patient other
Medicaid covered services?

Yes. A dentist may refuse to provide particular seryices. There is no federal law or
regulation regarding t}is issue.

Suppose a dentist provides a Medicaid-covered service to a patient who does not tell the
dentist he/she is Medicaid-enrolled. When the dentist tries to bill the patient, the patient
then admits to being enrolled in Medicaid. Is the provider unable to bill the patient
directly for the service and not be paid by the patient the originally agreed-upon fee (i.e.,
must the provider accept the Medicaidpayment)?

If a dentist agrees to provide a Medicaid covered service to a patient, then the dentist
must bill Medicaid for the service and may collect directly only such cost-sharing as

allowed under the State Medicaid plan. Certain types of serrrices (e.g., emergency care)
and beneficiary groups (e.g., children up to age 18) are exempt from copayments under
federal law, unless the exemption has been specifically waived by the Secretetary (see
Policy Issue: Patient cost sharing). Thus, for children under 18, the dentist is not required
to accept Medicaid payment, but is limited to that palment if Medicaid is billed.

Further, dentists are not required by federal law or policy to bill Medicaid whether or not
the patient misrepresented or otherwise did not advise the dentist of their Medicaid
eligibility, unless state law stþlates a different requirement. If the provider expressly
said to the patient (or in the case of a child, the patient's parent) tlat he/she would not
accept Medicaid with respect to the patient--and there is no stqte law requiring the dentist
to do otherwise--then the provider may bill the patient as a private pay client. Even if the
dentist accepts Medicaid for the patient, the dentist can bill the patient for non-Medicaid
covered services (see Policy Issue: Billing patients for non-Medicaid covered services).

Policy Issue: Billing patients for Medicaid-covered services.

Question 7.a.

Answer:

PoHcy Issue: Billing patients for non-Medicaid covered services

Question 8. If a state does not provide a specific service (e.g., adult dentures) under its Medicaid
program, can the dentist bill the patient for the non-covered service?



Answer: Yes. A provider may bill a recipient for a service as long as the service is not covered
under the state's Medicaid program and the provider and recipient are both aware that
Medicaid will not pay for the service. In the case of services for children, the state
Medicaid agency must provide any service that it determines to be "medically necessary''
for the child. A provider should be aware of any prior authorization requirements or other
state procedures that must be followed before providing services to a child to ensure that
the state does not deny the claim at a later date.

Policy Issue: Practice lÍmits

Question 9.a. May the dentist limit the number of Medicaid patients he/she will accept into the practice?
Or, stated another way, must the dentist accept other Medicaid clients if he/she accepts
one Medicaid client (and thus is enrolled as a Medicaid provider)?

Answer: Dentists may limit the number of Medicaid patients to be accepted into the practice. The
federal concept of"choice" holds for both provider and patients.

Question 9.b. Is it possible for dentists to limit their practice hours or schedules in a way which may be
perceived as restrictíng patients' access to the dentist's practice?

Answer: There are no federal Medicaid laws or policies that prevent providers from limiting the
number of Medicaid clients accepted into the practice. However, excluding legally
protected groups (whether or not tley are Medicaid beneficiaries) from the same offrce
hours offered other clients may expose a dentist to litigation under Constitutional, federal
and/or state anti-discrimination laws.

Policv Issue: Denial of dental services based on client
ttmisbehavior/malfeasance.tt

Question 10. Can a dentist deny additional services to a Medicaid eligible child, i.e., can the dentist not
complete a "treahent plan" (e.g., not complete orthodontic services), or can the patient
be removed from the practice entirely if the patient is non-compliant with the provider's
instructions or otherwise exhibits misbehavior or malfeasance? Thc misbehavior might
include: failure to maintain oral hygiene, adverse behavior such as rudeness, illegal drug
seeking behavior oruse, missed appoinhents, etc.

Nothing in the federal law obligates a dental provider to serve any particular patient.
However, the state is obligated to provide or arrange for EPSDT sen¡ices, including
required denüal services, regardless of client misbehavior. Thus, if a particular dental
provider refuses to accept a pati"ol s¡ çsmFlete a course of ûeahent, the state must have
a process in place to arrange for an altemate dental provider to fumish the services. The
federal obligation to arr¿rnge for continuing care does not reside with the dentist, but wittr
the state, although the state is free to place an obligation on the dentist. As with non-
Medicaid patients, however, a health care provider may be liable under a state's common
lawfor "abandoning" apatientunder care. The specific definition and interpretation of
"abandonment" may vary from state to state.

Answer:



Policy

Question

Answer:

fssue: Direct patient billing for broken appointments

11. May states perrnit providers to directly bill patients for missed appointments?

Current Medicaid policy does not allow for billing recipients for missed appointments.
Missed appointments are not a distínct, reinbursable Medicaid service, but are considered
a part of providers' overall cost of doing business. The Medicaid reimbursement rate set
by the state is designed to cover the cost of doing business and providers may not impose
separate charges on recipients.

However, there may be two ways a state might allow payment for missed appointments.

1. In some states, managed care organizations (MCO pay providers for
missed appointrnents. This practice may not present a concern to cMS
as long as the payments are made out of the MCO profrts, not with
federal or state dollars.

2. A state may propose payment to a provider for the submission of a
report (e.g., postcard sized) notiffing the state that a patient has missed,
for example, more than one appointment. Such reports could then be
used by the state as part ofits efforts to intervene, educate the patient,
identifu barriers and take action to assist the patient to make the
appoinhents- such an integrated and intervention based effort mav be
considered part of administrative case management.

Policy Issue: Loss of Medicaid eligibility during the course of

Question 12.

treatment

when a beneficiary loses eligibility for Medicaid during the course of treaffienr,
treatment terminates abruptly. There is no recognition that a course of treatrnent is not
complete and no way to pay for services, e.g., the removal of braces. The only recourse is
to request palment by the family. orthodontists, or other dentists doing multi-step
procedures may be put in a position, for example, of having to take the appliances off (for
free), or, if they stop treatuent, they may be at risk of abandoning the patient. could
orthodontia be recognized as a long course of heatuent and coverage (reimbursement) be
allowed to continue for this service even when the individual becomes ineligible?

While there is a prohibition against federal financial participation (FFP) for services
provided to an ineligible individual, CMS does have policy which allows states to pre-pøy
for orthodontia, in instances when it is a usual and customa¡y medical practice. one
example occurs when an individual is 19 or 2O-years old and is receiving orthodontic
services as part of EPSDT requirements. Because that individual will lose eligibility for
EPSDT services upon tuming 2 1, a state may elect to prepay up front for the entire course
of treafrnent to avoid just the situation noted in the question. There are certain conditions
that must be met. They are:
1. It is the usual and customary medical practice to prepay the fee for the

service(s);
2. The services are considered as part ofa single, indivisible course oftreatment

accomplished over time;
3. Treatuent was initiated while the individual was Medicaid eligible; and

Answer:



4. The nature of the service is that an appliance or device is attached to the patient
and must be removed at alatet point or else the patient will be hamred by the
failure to remove the appliance or device.

Also, in a separate scenario in which an appliance or orthodontic device is ordered, and
the patient then loses Medicaid eligibility, Medicaid may pay for the covered service so

long as the device was ordered on a date when the patient was still Medicaid enrolled.

Policy

Question

Issue: Retroactive coverage

Answer:

13. An individual is involved in a car accident, is admitted to the hospital and receives
extensive and various (medicaVdental) treahent services. The individual applies for and
receives Medicaid enrollment retroactively which covers the cost of the hospitalization.
Is the hospital (and the physician or dentist) required to accept the Medicaid
reimbursement?

Retroactive coverage does not dema¡rd that the provider accept Medicaid payment. The
general rule of "choice" applies for both providers and patients--as described in policy
issues elsewhere in this document. The dentist would not be required to accept Medicaid
paym.ent, unless there are state rules that govern this issue.

However, if the set of circumstance described above had occurred when the patient was
already enrolled in Medicaid, a somewhat different outcome would occur. If the patient,
or any other p atient, was admitted by the hospital as q Medicaid client, tlnen lhe hospital
has the responsibility of assuring delivery of all services provided during the admittance.
If the serr¡ice is a Medicaid covered service, the dentist agreeing to treat the patient must
accept Medicaid payment in full.

Policy Issue: Time limits for submitting claims

Question 14. May a state accept a dentist's "late" submission of a claim to Medicaid (submission after
the time period set by the state)? If the state rejects the claim, may the dentist bill the
patient directly as a fee-for-sewice patient?

Federal regulations at 42 CFR 447 .45 require that providers submit all claims to the state

Medicaid agency no later than 12 months from thc date of service. There is no waiver
authority in federal regulations for states to increase the time during which providers may
submit çlaims. However, 12 months would seem a reasonable amount of time for a
provider to submit a claim.

If a state rejects a claim for a seryice provided to a Medicaid recipient because it is not
covered under the súate Medicaid plan, the provider may bill the reeipient for the service.
trIowever, if the state rejects the claim because it was not submitted in a timely manner by
the provider, there is no authority allowing the dentist to bill the recipient for the scryice
that was covered under the state's Medicaid program.

Answer:

Policy Issue: Administrative Federal Match

Question 15.a. Can a state obtain adminisfrative match for costs incurred in tansporting dentists/mobile
dental vans to the patient (rather than for costs of ûansporting the patient to the dentist)?



Answer: No. CMS does not consider transportation of a provider to be adminiskation of the
program. This would be a medical assistance service cost. State agencies may pay the
cost of transportation of recipients to providers either through an administrative match, or
as service cost.

However, it is possible that a state could have a higher payment rate for "mobile dental
seryices" than for dental services fumished in the office setting. The state would need to
have this paylent rate approved by submitting a state plan amendment to CMS.

Question 15.b. Is it appropriate to use administrative match for the pu{pose of paying offdental student
debt, in return for the dentist providing care in aîaÍea of provider shortage?

Answer: No. The applicable guideline for general administrative expenditures is found at
1903(a)(7) of the Act and in the regulations at 42 CFR 433.15(bX7). These references
state that Medicaid caî pay 50 percent for amounts expended by the states "as found
necessary by the Secretary for the proper and effrcient administration of the state plan."
The appropriate mechanism for reimbwsing a provider for all allowable costs is through
the service rate. CMS typically does not view providers as administering the Medicaid
state plan and as eligible for Medicaid administrative reimbursement in addition to their
regular service rate.

Question 15.c. Can states use administrative federal match to pay for electronic card readers or other
devices that will help speed payrnent or confirm a patient's eligibility in the provider's
office?

Answer: Yes. Under certain conditions, use of administrative match to pay for electronic card
readers is appropriate. An electronic claims capture (ECC) system facilitates the
submission of claims from providers through a di¡ect link over telephone lines to the
state's Medicaid Management Information System. If the ECC system is þr the dual
purpose of verifying eligibiliff and eleckonic claims capture, then the state may choose to
furnish equipment to providers to make these transactions possible and this equipment
may be eligible for 75 percent federal financial participation (FFp).

Policy Issue: Increase of Federal financial particþation (FFP) for
dental services.

can cMS increase the rate of FFP (or "federal match") for denøl services to, for
example, 75 or 90 percent FFP?

No. The FFP rate is established by law and based on a formula in the statute. CMS does
not have the authority to change the rate either tbrough waivers or other policy
mechanisms.

Policy Issue: Need for "waivers" for dental innovations/pilot
projects and for "payment incentÍves."

Under what circumstances may a state test a different, innovative approach to dental care
in only some parts of the state, rather than across the entire state? Can a state use special
payment incentives to encourage dentists to practice in a specific location? when is a

Question 16.

Ans\ryer:

Question 17.
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1915(b) demonstration waiver needed and when is a state plan amendment (SPA)
necessary in these situations?

The need for a waiver or a SPA depends upon whether the proposed innovative project
may be characterized as a "paymenf' or a "coverage" innovatior/pilot project.
"Payment" activities require only a SPA; "coverage" innovations/pilots that are not
statewide in scope require a waiver.

Most state proposals for altering the Medicaid dental program (which do not involve a
managed carclat risk-based system) are of two general types: (1) they involve changes in
provider reimbursement designed to enhance participation of dentists rn the Medicaid
program, or encoruage provision of certain services over others (e.g., preventive/basic vs.
rehabilitative services), either statewide or in a limited area; or (2) they expand the scope
of Medicaid coverage by providing a new or not-yet standard benefit which is intended to
demonstrate the effectiveness or improve care delivery, either statewide or in a limited
geographic area.

The Medicaid statute provides that a "state plan for medical assistance must...be in effect
in all political subdivisions of the state..." (Section 1902(a)(1) of the Act). CMS has
interpreted this requirement to mean that eligibility and benefit policies must be applied
statewide; except that service delivery and payment mechanisms are not required to be
statewide (see 4l CFR 431.5(c)) (Statewide operation does not mean...that every source
of service must furnish the service statewide..."). Given this interpretation, projects of
either type noted above--ifprovided stqtewide--would need only a SPA.

However, if the activity is conducted in only a limited area of the state, then the
distinction between a 'þayrnent" and "coverage" project becomes crucial. If the project
includes only some form of increased palment in the pilot area, and Medicaid-eligible
clients outside the area are entitled to the service (regardless of the state payment level,
the method of reporting the claim, and client's ability to access the service), then this
innovation may be characterized as a "pa5menf'project and only a SPA is required. For
example, using only a SPd the state may increase dental payments in a specific region, or
in a specific county, to a level greater than the Medicaid rates paid to dentist elsewhere in
the state (see italicized pqssøge below for additional guidance). Such a program might
be used, for exarnple, in an area designated as having a shortage ofdentists.

If, howover, the project expands the scope of Medicaid coverage (e.g., a new benefit is
added, or an existing benefit is enhanced or temporary limits on the number or scope of
services are changed) in a specific area ofthe state, then this situation is not consistent
with the requirement for st¿tewide coverage and a waiver would be necessary. For
exanrple, if a project in the pilot area pays for tbree applications of fluoride vamish oncc a
year during any three month period, but payment for these services is not available in the
rest of the state, a waiver of statewideness would be required in order for the project to be
undertaken. On the other hand, if the particular dent¿l benefit (for children) already
meets "reasonable standa¡ds of dental practice" or "medical necessity," then it may be
argued that the benefit should be available statewide.

In the situation of ø payment incentiye in a specific area, the state møy wish to take steps
to avoid the perception thqt Medicaid might be paying excessively for dental services in
that area. Thefollowing pides might be helpful in this regard: (1) the pøyment rate
selected should be based on aprevailing rate (e.g., the private practice rate) in that area
or in another area of the state, ølthough that rate may be the highest of such prevailing
rates; (2) the ørea rate should be available to any willing qualified provider who elects
to serve the ørea; (3) the state should consider applying the rqte to any other state-
operated programs in the area; (4) the states should ussure that an area-specific rate
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does not confltct with any state-determined rules which require that state to pay "the
lesser of the usual and customary rqte or the Medicaid røte; " and (5) the støte should
consider other implications of an qrea dentist receiving ø higherfeefor a Medicøid
patient then he/she receives from a non-Medicaid pøtientfor the same services. Ideatly,
with respect to lhe latter caution, the provider's fee schedule should be the same for all
patients in the area regardless of Medicaid eligibility, with discounts offered to those
non-Medicaid beneficiaries unable to pay the established fees. (These cayectts are based
on cMS interpretation of related requirements contained ín 1902(a)(30)(A) and 42 cFR
447.32s).

In summary, and by extension:
o If the pilot project deals with payment, then a SpA is required.

o Ifthe pilot project deals with a different or expanded benefir or coverage,
then a waiver is required (if it is less than statewide).

o It may also be possible to have a pilot project with the same basic benefit
and payment, but with a different way of delivering the service (i.e., service
delivery in a school). No waiver would be required, but a SpA may be
required if the service delivery system is specified in the state plan either
directly or in provider qualifications.

Policy fssue: Free care

Question 18. Can the state allow dental providers to obtain Medicaid reimbursement in clinic settings
(e.9., in dental schools, dental hygiene schools, public schools, etc.) if other patients
serviced by the clinic receive services free-oÊcharge?

No. Medicaid reimbursement is not available for services provided to Medicaid
beneficiaries if the services are provided without charge to non-Medicaid individuals.
However, as discussed below, states and providers, including dental taining institutions,
schools, etc., may be able to receive palmen! if certain procedures are followed.

If a dentist, school, or clinic (i.e., a provider) wants to bill the Medicaid agency for
services provided to eligible beneficiaries, then the provider must bill for services
provided to non-Medicaid individuals. The provider may do this by collecting third party
insurance infonnation from all facility patients and bilting those third parties for any
seryices delivered. For the ¡rninsured patienl providers may develop a sliding scale fee
schedule, based on the patient's (or patient's families') income, and charge accordingly.
Whether the provider actually collects any monies from other (non-Medicaid) third parry
insurers or uninsured individuals is irrelevant, but the attempt at obtaining palment must
be made. Altemative procedures and requirements may apply if the provider is covered
by an agreementbetween the state Medicaid agency and the state Health, vocational
Rehabilitation, or Title V agency, as described in regulations at42 CFP.43l.

Answer:

Policy Issue: Federally QualifÏed Health Centers (FQHC)

Question 19.a. Does tle FQHC have to receive prospective payment system reimbursement?

Answer: Beginning in January 1,2001, provisions of the Benefits lnprovement and Protection Act
of 2000 provide for a prospective paSment system @PS) for FQHCs. The PPS rate will
be increased each year by the Medicare Economic Index and adjustrnents will be made

t0



Question 19.b.

Answer:

Question 19.c.

Ansrver:

Question 19.d.

Answer:
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,for increases/decreases in the scope of services. Ilovvever, ,the center may be reimbursed
'using an altemative paynent rnethodology. This alternative payment methodology must
' e l) agreed to by the state and the center; and 2) results in a payn'rent which is at least
equal to the PPS rate.

How are dentists reimbursed when they are employed by, or contracting with an FQHC?

It is the facility that receives the PPS encounter rate that encompasses services provided
in the facility. The FQHC is responsible for deciding the mechanism and level of
reimbursement to the dentist. The state Medicaid agency determines whether an "off-
facility" dentist will be eligible for inclusion in the PPS rate. If the FQHC expects dental
services to be included in the PPS encounter rate, then, at a minimum, the state must
provide for the dental service (children are automatically covered; but the service must be
included is the Medicaid state plan if an adult is receiving the care). Also, a contract must
exist between the FQHC and the off-site dentist, and the FQHC must include dental
services in its "scope of project." In making its determination, the state should also
consider whether the oÊsite dentist is located geographically within the FQHC service
area, and if the patient being served off-facility is a registered user of the FQHC's primary
care services. Without such assurances, the FQHC merely becomes the billing agent,
negaf;ng the rationale for special FQHC reimbursement considerations.

If a dental service provided by the FQHC is not covered in the Medicaid state plan (e.g.
dentures for adults are not covered in some states), will the FQHC be reimbursed?

If, for adults, the services are not covered in the state plan, Medicaid will not reimburse
the FQHC. In tle case of services for children, the state Medicaid agency must provide
any service that it determines to be "medically necessary'' for the child, even if the service
is not otherwise covered in the state plan for the rest of the Medicaid population.

Can state Medicaid agencies deduct section 330 federal grant funds when calculating
Medicaid palments for an FQHC?

No. Deducting section 330 grant funds when calculating Medicaid paynents is not
permissible.
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